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Purpose: The study analyzes staffs’ perception of a safety culture and their knowledge of

safety measures in the hospitals of Saudi Arabia.

Patients and methods: A cross-sectional study was conducted by considering six different

public hospitals from Arar city, and by recruiting 503 nurses. Building blocks of patient

safety culture were measured through survey questions.

Results: The highest positive rating (81%) was received by both “people support one

another in this unit” and “in this unit, people treat each other with respect.” Supervisor/

manager expectations and actions promoting patient safety was rated neutrally (n = 283;

56%) with an average mean score of 3.17±0.50, which suggested a neutral response by

participants. Organizational learning, along with continuous improvement, was positively

rated (n = 406; 81%) with an average mean score of 3.93±0.61.

Conclusion: It demonstrated that participant nurses neither disagree nor agree on the level

of patient safety culture prevailing in their hospital setting.

Keywords: nurses, safety management, perception, environment

Introduction
The building block refers to the elements which help deliver safe patient care. One of

the most sublime building blocks of patient safety in healthcare organizations is

organizational culture. Several attempts have been made in different countries to

focus on the evaluation of the safety culture.1–3 Building blocks of safety culture are

associated to assorted healthcare consequences, which include nurse back injuries,

patient satisfaction, urinary tract infections, medication errors, and perceptions of

patients toward the nurse responsiveness, and nurse satisfaction.4 It is deemed that

unintentional errors, mistakes, and safety violates increase safety problems. Previously,

studies have shown that a complex chain of events leads to the majority of errors and

adverse events more accurately.5,6 Thereby, patient safety is rooted in the reduction and

prevention of adverse consequences or injuries in patient safety movement.7

The inbound relationship between culture and climate possesses different

approaches to measure the same phenomenon. There are multiple and various defini-

tions of organizational culture, but they are generally characterized as the shared norms,

tacit assumptions, and values of individuals within the organization.8 In contrast, other

organizations involve social capacities and practices to define organizational culture.

Thereby, safety climate is characterized as shared perceptions about the practices,

processes, and events and the behavior that is supported, anticipated, and rewarded in

a specific organizational setting.9 Earlier, blame-free environment for reporting,
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organizational resources for safety, identification of the risk

of error in the organizational activities, and collaboration

across the organization were identified.10 To provide

a foundation for safer performance, the development of

effective safety practices and consideration of these practices

is associated with an overall safety climate.

Appropriate assessment of patient safety culture is

confined to the competence to define the safe cultural

practices. Thereby, the need for comparatively quick, easy-

to-use, and low-cost assessments of patient safety culture

has rooted reliance on patient safety climate survey.11 At

a specific point of consideration, patient safety climate

demonstrates employee attitudes and perceptions regard-

ing the surface features of patient safety culture. It has

been deemed that a positive patient safety culture is asso-

ciated with improved patient safety.12 Thereby, focusing

practice change via patient safety climate is attributed as

a fundamental strategy to improve and strengthen patient

safety and consequences in a hospital setting.

In the recent era, nursing scholars are confronted to

evaluate the perspectives of nursing on a safety culture that

can deter inadequate events and injuries to patients.

A patient safety culture should be stimulated, which modi-

fies the social context from an untrusting blame approach to

a trusting approach that stimulates healthcare staff for shar-

ing information regarding safety issues and the efforts made

to encourage a safer healthcare environment.13 Several chal-

lenges might be faced by nursing practice associated with

the integration of a safety culture and the conflict in the work

environment. In addition, several other challenges have been

unaddressed, such as inadequate management of patient care

errors, lack of mutual trust among healthcare workers, over-

stressed feelings, lack of evidence of collaboration and

teamwork, lack of clear communication, and conflict con-

tribution to job satisfaction of nurses.14,15 Consequently, this

impedes the ability to offer quality, humane, and safer care.

Additionally, the absence of safety culture for nurses

has become a major dilemma for hospital administrators

and nurse leaders and, thereby, they have become more

cautious of the quality and safety of the staff work

environment and its influence on the workforce.11 The

nurse’s perceptions should be viewed critically to pro-

mote the current work environment and patient safety,

which is not restricting the continuance efforts of health-

care agencies in preventing workplace conflict and bul-

lying, provision of adequate and exceptional patient care,

and increasing staff retention.7 An understanding of the

criticalities of the issues in the workplace has been

provided by previous studies such as the conflict in the

workplace environment and the occurrence of these

conflicts.2 However, there still lacks research on the

staff perceptions of a safety culture and their knowledge

of safety measures in Saudi Arabian hospitals.

Review of the past work in the Arab world derives the

study further, such as Aljadhey et al16 emphasized that

hospital management must instigate efforts for improving

the nurse perception related to the patient safety culture. In

the same context, Al-Awa et al17 demonstrated that accred-

itation has enhanced the registered nurses’ perception of

patient safety concerning awareness of patient safety and

care. Also, the increase in inpatient safety further needs

a patient safety culture, which helps in deriving favorable

health outcomes of the healthcare organization.18

Elmontsri et al19 have also emphasized the need to learn

from the earlier medical errors for improving its recur-

rence. This necessitates the prioritization of the patient’s

safety practices. Thereby, the study aimed to explore the

building blocks of patient safety culture in Arar Hospitals

in Saudi Arabia. This study is needed because of the

scarcity of research on hospital personnel perceptions

related to culture and knowledge of safety measures,

despite various studies that are conducted internationally.

It is also likely to help the staff nurses in developing an

understanding of cultural practices in clinical setting.

This study will be of significant benefit as it provides

a glimpse of the current standing of the patient safety

culture in Saudi Hospitals. Firstly, this study assists the

policymakers in utilizing the results when formulating

policies and processes associated with total quality man-

agement. Secondly, administrators can use the results as

a benchmark to strengthen, formulate, and implement stra-

tegies for creating a safety culture in their institutions.

Thirdly, staff nurses can increase their conscious aware-

ness of the need to develop and practice patient safety

culture to generate nursing knowledge. Lastly, future

researchers will be benefited from the results and will

consider it as a benchmark for future intervention studies

on patient safety culture nationally and internationally.

Materials and Methods
Design
A descriptive correlational and cross-sectional design has

been used. The reason for selecting a cross-sectional sur-

vey was the group of participants, which was selected

from a defined population of staff nurses employed at
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one point of time in different departments in six public

hospitals in Arar, Saudi Arabia.

Participants
The accessible population in this study were nurses work-

ing in Arar City, Rafah City, and Turaif City Hospitals

with at least 100 beds capacity. The participant nurses in

this study were recruited from the public hospitals located

in Saudi Arabia. However, a total of 690 participants were

targeted based on quota sampling technique out of the total

population of 1380 staff nurses. The response rate obtained

was between 41% and 95%, with an overall response rate

of 73% and a final total sample size of 503 (Table 1).

Setting
Six different public hospitals were selected from Arar city,

which include Arar Central Hospital, Arar Maternity and

Children Hospital, Prince Abdul-Aziz Bin Musaad Hospital,

and AlAmal Complex for Mental Health; Rafah Central

Hospital in Rafah City, and Turaif General Hospital in Turaif

City. The selection of these hospitals was made due to the

inclusion criteria set for hospitals with at least 100 beds capa-

city in the Northern Region. Further, the different hospital

characteristics that might affect staff perceptions of safety

culture have been controlled by recruiting the hospitals that

compiled with the Ministry of Health General Directorate of

Health Affairs guidelines.

Study Tool
The Hospital Survey on Patient Safety Culture by AHRQ

publication has been used as a study tool in this study.20 Staff

perceptions of patient safety culture’s building blocks were

measured in the selected hospitals using the survey. Twelve

building blocks of patient safety culture have been included

with each dimension measured by three or four survey ques-

tions. The building blocks refer to the aspects which contribute

significantly to the promotion of the safety culture. These are

the areas of strength that understanding and right use can help

optimize patients’ safety. The included building blocks in the

study include teamwork, supervisor/manager expectations,

and actions promoting patient safety, management support

for patient safety, organizational learning–continuous

improvement, overall perceptions of patient safety, staffing,

teamwork across units, handoffs and transitions, and non-

punitive response, communication openness, feedback and

communication.

Nine components used the response categories demon-

strated by the level of agreement and disagreement of the

items in each component out of the 12 components. These

components include teamwork within units with 4 item ques-

tions, supervisor/manager expectations, and actions promoting

patient safety with 4 item questions, organizational learning–

continuous improvement with item questions, and manage-

ment support for patient safety with 3 item questions. In addi-

tion, these nine components included overall perceptions of

patient safety with 4 item questions, teamwork across units

with 4 item questions, staffing with 4 item questions, handoffs

and transitions with 4 item questions, and non-punitive

response to an error with 3 item questions. In addition, the 3

remaining components: communication openness with 3 item

questions, feedback and communication about error with 3

item questions, and frequency of events reported with 3 item

questions have the following response categories (Never,

Rarely, Sometimes, Most of the time, Always).

Validity and Reliability
The subscales of the Hospital Survey on Patient Safety

Culture from AHRQ (2014) by Ulrich & Kear (2014)

Table 1 Study Settings, Population, and Sample

Hospital Setting Census of Staff

Nurses (N)

Proportion versus

Total (%)

Target Sample

Size (n=50%)

Actual Sample

Size (n)

Response

Rate (%)

Arar Central Hospital (Arar City) 302 21.88 151 119 78.81

Maternity and Children Hospital

(Arar City)

353 25.58 177 148 83.85

Prince Abdulaziz Bin Musaad

Hospital (Arar City)

171 12.39 86 62 72.51

AlAmal Complex for Mental

Health (Arar city)

109 7.90 55 52 95.41

Rafah Central Hospital (Rafah City) 190 13.77 95 39 41.05

Turaif General Hospital (Turaif City) 255 18.48 128 83 65.10

Total 1380 100.00 690 503 72.90
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helped in testing the validity and reliability of the present

study. The average value of Cronbach’s alpha for the

components was 0.77.

Data Analysis
The collected data were analyzed using statistical package

for social sciences (SPSS) version 21.0. Descriptive statis-

tics were applied to present demographic variables, whereas

Pearson Correlation analysis was used to explore the asso-

ciation between independent and dependent variables.

Multiple regression analysis was used to examine the influ-

ence of independent variables on the dependent variable.

Ethical Considerations
The study was approved by the Institutional Review Board

(IRB) at King Saud University and the Ministry of Health

General Directorate of Health Affairs in the Northern

Border Region to conduct the study in six different hospi-

tals. Permission to use the instrument was obtained

through electronic mail from Mr. David I. Lewin

(AHRQ) dated 11 September 2015. The instruments were

distributed to the hospital based on the corresponding

target sample size across all nursing departments.

A cover letter requesting for voluntary participation from

the staff nurses, ensuring anonymity of identities, confi-

dentiality of responses, and possible publication of the

study was provided to participants. The participants were

not provided with any form of compensation in their

participation in the study. The inclusion criteria include:

those in active full-time employment at the time data were

gathered and willingness to voluntarily participate in the

study. The only exclusion criterion was the non-

willingness or refusal to voluntarily participate in the

study. Participants were informed that the completion of

the survey will be considered as evidence of consent to

participate (considered informed consent).

Results
The demographic details of the participants were initially

studied. Table 2 presents that most of the participants were

from Arar Maternity and Children Hospital (n=148), Arar

Central Hospital (n = 119) and Turaif General Hospital

(n=83). Most of the participants were registered nurses

(n=469) working in the current hospital from 1 to 5 years

(n=195), followed by participants with less than 1 year

(n=172). The majority of the participants had less than

1 year of experience in their current assigned unit (n=226),

Table 2 Participants' Demographics

Profile f %

Hospital settings

AlAmal Complex for Mental Health (Arar City) 52 10.3

Rafah Central Hospital (Rafah City) 39 7.8

Prince Abdulaziz Bin Musaad Hospital (Arar City) 62 12.3

Turaif General Hospital (Turaif City) 83 16.5

Arar Central Hospital (Arar City) 119 23.7

Arar Maternity and Children Hospital (Arar City) 148 29.4

Number of years working in current hospital

Less than 1 year 172 34.2

1–5 years 195 38.8

6–10 years 80 15.9

11–15 years 34 6.8

16–20 years 15 3.0

21 years or more 7 1.4

Number of years working in current assigned unit

Less than 1 year 226 44.9

1–5 years 176 35.0

6–10 years 54 10.7

11–15 years 27 5.4

16–20 years 17 3.4

21 years or more 3 0.6

Number of hours worked per week in current hospital

Less than 20 hrs per week 34 6.8

20–39 hrs per week 56 11.1

40–59 hrs per week 320 63.6

60–79 hrs per week 59 11.7

80–99 hrs per week 30 6.0

100 hrs per week or more 4 0.8

Staff position

Registered nurse 469 93.2

Nurse physician assistant 23 4.6

Licensed practical nurse 7 1.4

Nurse manager 4 0.8

Patient contact or interaction

No 47 9.3

Yes 456 90.7

Number of years working as a Registered Staff Nurse

Less than 1 year 121 24.1

1–5 years 240 47.7

6–10 years 83 16.5

11–15 years 39 7.8

16–20 years 10 2.0

21 years or more 10 2.0

Assigned units

Different units 67 13.3

Medicine department 62 12.3

Surgery department 59 11.7

(Continued)
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and worked majorly for 40–59 hrs per week (n=320), where

only 47 had no patient interaction. Similarly, most of the

nurses were assigned in the emergency unit and intensive

care unit (n=75 and 71, respectively).

Based on the scoring scale used in this study, the

responses of the nurses were aggregated. The average

rating of the dimensions was calculated by taking the

average of the scores of all the items in each of the 12

dimensions. Tables 3 and 4 have illustrated the overall

patient safety culture based on the average ratings.

Overall response of agreement was suggested based on

the response of 77.5% participant nurses, who rated over-

all teamwork units to be positive, along with an average

mean score of 3.80+0.73. The highest positive rating

(81%) was received by both “people support one another

in this unit” and “in this unit people treat each other with

respect.” A neutral response (n = 283; 56%) was received

from the participants concerning the expectations and

actions of supervisor regarding patient safety, with an

aggregated mean score of 3.17+0.50. However, positive

response for both “My supervisor/manager says a good

word when he/she sees a job was done that render the

establishment of patient safety procedures” and “my super-

visor/manager seriously considers staff suggestions for

improving patient safety” was obtained (69% and 67%,

respectively) (Table 3). Continuous improvement in orga-

nizational learning was rated positive by 81% of the

nurses, with an average mean score of 3.93+0.61.

Whereas highest average positive rating (89%) was

observed for “we are actively doing things to improve

patient safety.” Aggregate rating of 3.33+0.68 was

obtained as a neutral response for overall management

support for patient safety. Moreover, the highest positive

average rating (66%) was obtained for “The actions of

hospital management show that patient safety is a top

priority.”

The nurses (57%) reported a neutral response con-

cerning the overall perceptions of the patient (3.32

+0.56). Highest positive rating (77%) among the items

in the dimension was observed for “Our procedures and

systems are good at preventing errors from happening.”

Positive response was received for feedback and commu-

nication by 66% of the nurses (3.71±0.80). Moreover, the

highest positive rating (72%) was also observed for “In

this unit, we discuss ways to prevent errors from happen-

ing again.” For communication openness, 45% of the

nurses reported a neutral response (3.38±0.78). The high-

est positive rating (63%) was received for “Staff will

freely speak up if they see something that may negatively

affect patient care.” Almost 51% of the nurses rated

teamwork as positive across the unit (3.39±0.61).

Majority of the participants (73%) responded in agree-

ment for “It is often unpleasant to work with staff from

other hospital units.“

There was disagreement among the nurses to obtain

a negative rating (56%). However, the negative wording of

the item resulted in positive rating. Moreover, the highest

negative rating (75%) was received for “We work in ‘crisis

mode,’ trying to do too much, too quickly” suggesting

opposite meaning of the item holds true. The nurses

(40%) reported positivity for handoffs and transitions

with a rating and aggregated (3.09±0.75). Moreover,

a positive rating (48%) was received for “Important patient

care information is often lost during shift changes.“

The negative rating of 57% was provided by the nurses

for the non-punitive response (2.48±0.72). The highest

negative rating (66%) was observed for “Staff worry that

mistakes they make are kept in their personnel file.” This

resulted in negative wording of the items indicating posi-

tive response from the nurses. Neutral response was

obtained for patient safety culture among the nurses

(3.29±0.32). Moreover, there was disagreement in the

level of patient safety culture in their hospital of employ-

ment or assigned unit (Table 4).

Table 5 shows the Pearson correlation results, which

depict that nurses’ overall perception of patient safety

culture and patient safety culture dimensions were signifi-

cantly associated (p-value < 0.001). This caused

a significant effect (i.e. r >5). The association of nurse’s

overall perception with teamwork within units was found

significant (r = 0.613), along with feedback and commu-

nication about error (r = 0.715), Management Support for

Table 2 (Continued).

Profile f %

Obstetric department 51 10.1

Pediatrics department 31 6.2

Emergency department 75 14.9

Intensive care unit 71 14.1

Psychiatry/mental health department 52 10.3

Rehabilitation department 17 3.4

Laboratory 6 1.2

Anesthesia department 3 0.6

Outpatient department 9 1.8
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Table 3 Results of Overall Patient Safety Culture (N-503)

Safety Culture Items Strongly

Disagree/

Disagree

Neither Agree/

Strongly

agree

Mean (Std

Dev)

Mean Rating

Interpretationa

f % f % f %

People support one another in this unit 54 10.7 42 8.3 407 80.9 3.87 (0.97) Agree

When a lot of work needs to be done quickly, we work together as

a team to get the work done

69 13.7 78 15.5 356 70.8 3.74 (1.10) Agree

In this unit, people treat each other with respect 46 9.1 49 9.7 408 81.1 3.92 (0.88) Agree

When one area in this unit gets really busy, others help out 65 12.9 89 17.7 349 69.4 3.69 (0.96) Agree

Teamwork within units 49 9.7 64 12.7 390 77.5 3.80 (0.73) Agree

My supervisor/manager says a good word when he/she sees a job

done according to established patient safety procedures

59 11.7 95 18.9 349 69.4 3.70 (1.00) Agree

My supervisor/manager seriously considers staff suggestions for

improving patient safety

68 13.5 96 19.1 339 67.4 3.64 (0.96) Agree

Whenever pressure builds up, my supervisor/manager wants us to

work faster, even if it means taking shortcuts.

193 38.4 153 30.4 157 31.2 3.02 (1.17) Neither

My supervisor/manager overlooks patient safety problems that

happen over and over

341 67.8 99 19.7 63 12.5 2.31 (1.01) Disagree

Supervisor/manager expectations and actions promoting patient safety 60 11.9 283 56.3 160 31.8 3.17 (0.50) Neither

We are actively doing things to improve patient safety 26 5.2 27 5.4 450 89.5 4.10 (0.77) Agree

Mistakes have led to positive changes here 46 9.1 77 15.3 380 75.5 3.85 (0.84) Agree

After we make changes to improve patient safety, we evaluate their

effectiveness

31 6.2 99 19.7 373 74.2 3.83 (0.82) Agree

Organizational Learning–continuous improvement 15 3.0 82 16.3 406 80.7 3.93 (0.61) Agree

Hospital management provides a work climate that promotes

patient safety

97 19.3 89 17.7 317 63.0 3.45 (1.15) Agree

The actions of hospital management show that patient safety is

a top priority

58 11.5 111 22.1 334 66.4 3.72 (0.94) Agree

Hospital management seems interested in patient safety only after

an adverse event happens.

222 44.1 124 24.7 157 31.2 2.81 (1.16) Neither

Management support for patient safety 65 12.9 225 44.7 213 42.3 3.33 (0.68) Neither

Patient safety is never sacrificed to get more work done. 283 56.3 116 23.1 104 20.7 2.65 (1.162) Neither

Our procedures and systems are good at preventing errors from

happening

52 10.3 64 12.7 387 76.9 3.90 (0.997) Agree

It is just by chance that more serious mistakes do not happen

around here.

209 41.6 100 19.9 194 38.6 3.00 (1.140) Neither

We have patient safety problems in this unit. 54 10.7 75 14.9 374 74.4 3.75 (0.961) Agree

Overall perceptions of patient safety 27 5.4 287 57.1 189 37.6 3.32 (0.565) Neither

We are given feedback about changes put into place based on event

reports

94 18.7 191 38.0 218 43.3 3.32 (1.05) Neither

We are informed about errors that happen in this unit 47 9.3 112 22.3 344 68.4 3.87 (1.02) Agree

In this unit, we discuss ways to prevent errors from happening again 47 9.3 94 18.7 362 72.0 3.94 (1.01) Agree

Feedback and communication about error 38 7.6 131 26.0 334 66.4 3.71 (0.80) Agree

Staff will freely speak up if they see something that may negatively

affect patient care.

81 16.1 107 21.3 315 62.6 3.66 (1.09) Agree

Staff feel free to question the decisions or actions of those with

more authority.

130 25.8 159 31.6 214 42.5 3.17 (1.18) Neither

Staff are afraid to ask questions when something does not seem right 141 28.0 155 30.8 207 41.2 3.30 (1.18) Neither

Communication openness 61 12.1 229 45.5 213 42.3 3.38 (0.78) Neither

There is good cooperation among hospital units that need to work

together

172 34.2 137 27.2 194 38.6 3.05 (1.02) Neither

(Continued)
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Table 3 (Continued).

Safety Culture Items Strongly

Disagree/

Disagree

Neither Agree/

Strongly

agree

Mean (Std

Dev)

Mean Rating

Interpretationa

f % f % f %

Hospital units work well together to provide the best care for

patients

79 15.7 141 28.0 283 56.3 3.49 (0.98) Agree

Hospital units do not coordinate well with each other 148 29.4 127 25.2 228 45.3 3.17 (1.04) Neither

It is often unpleasant to work with staff from other hospital units 43 8.5 95 18.9 365 72.6 3.83 (0.95) Agree

Teamwork across units 58 11.5 189 37.6 256 50.9 3.39 (0.61) Neither

We have enough staff to handle the workload 183 36.4 69 13.7 251 49.9 3.09 (1.29) Neither

Staff in this unit work longer hours than is best for patient care 368 73.2 71 14.1 64 12.7 2.17 (1.03) Disagree

We use more agency/temporary staff than is best for patient care 241 47.9 105 20.9 157 31.2 2.92 (1.20) Neither

We work in “crisis mode,” trying to do too much, too quickly 377 75.0 65 12.9 61 12.1 2.21 (0.95) Disagree

Staffing 281 55.9 185 36.8 37 7.4 2.60 (0.55) Disagree

Things “fall between the cracks” when transferring patients from

one unit to another.

171 34.0 199 39.6 133 26.4 2.94 (0.91) Neither

Important patient care information is often lost during shift changes 183 36.4 78 15.5 242 48.1 3.23 (1.18) Neither

Problems often occur in the exchange of information across

hospital units

172 34.2 144 28.6 187 37.2 3.15 (1.11) Neither

Shift changes are problematic for patients in this hospital 181 36.0 122 24.3 200 39.8 3.04 (1.21) Neither

Handoffs and transitions 163 32.4 139 27.6 201 40.0 3.09 (0.75) Neither

Staff feel like their mistakes are held against them 283 56.3 128 25.4 92 18.3 2.52 (0.98) Disagree

When an event is reported, it feels like the person is being written

up, not the problem.

277 55.1 143 28.4 83 16.5 2.50 (0.97) Disagree

Staff worry that mistakes they make are kept in their personnel file. 330 65.6 96 19.1 76 15.1 2.42 (1.02) Disagree

Non-punitive response to errors 285 56.7 170 33.8 48 9.5 2.48 (0.72) Disagree

Overall patient safety culture 6 12 317 63 180 35.8 3.29 (0.32) Neither

Notes: aMean Rating Interpretation: 0.1.00–1.80 = strongly disagree; 1.81–2.60 = disagree; 2.61–3.40 = neither; 3.41–4.20 = agree; 4.21–5.00 = strongly agree.

Table 4 Summary of the 12 Dimensions and Overall Patient Safety Culture (N-503)

Safety Culture Items Strongly

Disagree/

Disagree

Neither Agree/

Strongly

Agree

Mean (Std

Dev)

Mean Rating

Interpretationa

f % f % f %

Teamwork within units 49 9.7 64 12.7 390 77.5 3.80 (0.73) Agree

Supervisor/manager expectations and actions promoting

patient safety

60 11.9 283 56.3 160 31.8 3.17 (0.50) Neither

Organizational learning–continuous improvement 15 3.0 82 16.3 406 80.7 3.93 (0.61) Agree

Management support for patient safety 65 12.9 225 44.7 213 42.3 3.33 (0.68) Neither

Overall perceptions of patient safety 27 5.4 287 57.1 189 37.6 3.32 (0.565) Neither

Feedback and communication about error 38 7.6 131 26.0 334 66.4 3.71 (0.80) Agree

Communication openness 61 12.1 229 45.5 213 42.3 3.38 (0.78) Neither

Teamwork across units 58 11.5 189 37.6 256 50.9 3.39 (0.61) Neither

Staffing 281 55.9 185 36.8 37 7.4 2.60 (0.55) Disagree

Handoffs and transitions 163 32.4 139 27.6 201 40.0 3.09 (0.75) Neither

Non-punitive response to errors 285 56.7 170 33.8 48 9.5 2.48 (0.72) Disagree

Overall patient safety culture 6 12 317 63 180 35.8 3.29 (0.32) Neither

Notes: aMean Rating Interpretation: 0.1.00–1.80 = strongly disagree; 1.81–2.60 = disagree; 2.61–3.40 = neither; 3.41–4.20 = agree; 4.21–5.00 = strongly agree.
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Patient Safety (r = 0.549), Continuous improvement (r =

0.512), and Teamwork Across Units (r = 0.613).

The results of the regression analysis have been pre-

sented in Table 6. The findings show that as the frequency

rating of an event increase by one unit, the overall patient

safety culture increases by 083. Similar is the case for

teamwork within the hospital units, supervision and safety-

promoting actions, organizational learning hospital man-

agement support for patient safety, perceptions of safety,

feedback and communication about the error, communica-

tion openness, and teamwork across hospital units (a value

ranging from 0.084 to 0.083). The significance value

(p-value < 0.001) was achieved for patient contact or

interaction (p-value 0.022), patient safety grade (p-value

0.017), number of events reported in past 12 months

(0.019), frequency of event reporting (p-value < 0.001),

Teamwork Within Hospital Units, Supervisor/manager

expectations and actions promoting safety, organizational

learning–continuous improvement, hospital management

support for patient safety, perceptions of safety, feedback

and communication about error, communication openness,

teamwork across hospital units, staffing, overall hospital

handoffs and transitions, and overall non-punitive

response to error (p-value < 0.001).

Discussion
Patient safety culture plays an important role in developing

healthcare safety culture; therefore, it imposes a negative

impact on the patient’s safety culture. The present study has

identified staffing, non-punitive response to errors, organiza-

tional learning improvement, feedback about the error, and

teamwork as the areas of strength. It is believed that people

support each other and provide easy comment in a hospital

setting. On the contrary, lack of mutual trust among health-

care workers, conflicts, and lack of evidence of teamwork

and collaboration raised dissatisfaction and feelings of being

overstressed among the nurses.21 These results were consis-

tent with a few of the previous studies.22–25

The present study has also shown that individuals

actively participate in certain activities that improve

patient safety because the majority of them do not feel

like their mistakes are held against them and discuss ways

to prevent errors from happening again in the hospital.

Facilitation of trusting culture in quality of care contri-

butes towards improvement in organizational learning and

patient safety. Based on the previous studies, facilitating

the trusting culture results in the creation of a balance

between the highly punitive culture and culture free of

guilt.26,27 It has been shown that managing improvement

to the organization and leadership support in the hospital is

possible by reducing punitive response to error and

encouraging supportive coworker, supervisor, and institu-

tional interactions.13 A study conducted by Hessels and

Larson24 emphasized on common attributes to a positive

patient safety culture that included staffing and workload,

teamwork, resources, leadership support, work design,

perception of organizational commitment, and non- puni-

tive response to errors. Vifladt et al23 mainly focused on

the staffing component and stated that positive safety

culture results due to the absence of burnout and increased

ability to cope with stressful situations.

The present study showed that appropriate nurse staffing

and working hours in a hospital setting result in enhanced

quality and safety of care. These results are in agreement with

previous studies conducted by Coetzee et al28 Cho et al29 and

Old et al.30 It can be stated that cultural variances between the

nurses and their managers have a significant impact on orga-

nizational support as the nurses may belong to different

cultures. For instance, in the nursing unit, the nurses may

feel that they are being supported in a situation where they

Table 5 Association Between Nurses' Overall Perception of

Patient Safety Culture and Patient Safety Culture Dimensions

Patient Safety Culture Dimensions r p-Value

Overall patient safety culture 1.000

Number of years working in hospital −0.059 0.092

Number of years working in assigned unit −0.207 <0.001

Number of hours worked per week 0.116 0.005

Staff position −0.165 <0.001

Number of years working in current profession −0.112 0.006

Patient contact or interaction −0.034 0.225

Patient safety grade −0.332 <0.001

Number of events reported −0.054 0.111

Frequency of event reporting 0.441 <0.001

Teamwork within units 0.613 <0.001

Supervisor/manager expectations and actions

promoting safety

0.497 <0.001

Organizational Learning–continuous

improvement

0.512 <0.001

Management support for patient safety 0.549 <0.001

Overall perceptions of patient safety 0.384 <0.001

Feedback and communication about error 0.715 <0.001

Communication openness 0.571 <0.001

Teamwork across units 0.613 <0.001

Staffing 0.094 0.018

Handoffs and transitions 0.430 <0.001

Non-punitive response to error −0.020 0.330
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commit mistakes; however, they are not worried that the

mistakes they make are recorded in their personnel file.

Setting up this kind of safety culture for the nurses prioritizes

the improvement and maintenance of patient safety culture

concerning the management and nurses within the hospital

setting.

The areas of improvement specified in the present study

include management support for patient safety, teamwork

across units, actions promoting patient safety, communica-

tion openness, supervisor/manager expectations, and overall

perceptions of patient safety. The overall ratings were neu-

tral, suggesting the need for improvement to be positively

rated, although some items describing these components

were positively rated, when taken as a whole in every

component of patient safety culture. However, previous

studies conducted by Hessels and Larson,24 Hamaideh,31

and Gunes and Zaybak32 stated that open communication

among nurses resulted in a positive patient safety culture.

However, the reporting system of adverse events was

reported for manager support and actions and shared per-

ception/expectation of safety importance. Aboshaiqah and

Baker26 were successful in identifying communication,

actions promoting safety, hospital handoffs and transitions,

and manager/supervisor expectations as areas for improve-

ment to have a positive patient safety culture in the hospital.

The managers need to consider the safety culture as

their attitudes and values because they are the ones who

connect and relate to the perception of risk and safety in

the hospital to enhance positive patient safety culture

perceptions among staff nurses. There is also a need for

practice workshop with discussion and negotiation of

shared goals for improving the patient safety culture.

A similar study conducted by Webair et al33 showed that

team meetings and day-to-day interaction play

a significant role in enhancing the further liaison and

sharing, which is likely to make patient safety a common

and conscious goal. This highlights the need for studying

handoffs and transition practices for formulating strategies

Table 6 Regression Analysis

Independent Variables Unstandardized

Coefficients

Standardized

Coefficients

t p-Value 95.0% Confidence

Interval for β

β Std.

Error

β Lower

Bound

Upper

Bound

(Constant) 0.002 0.002 0.845 0.398 −0.002 0.006

Number of years working in current hospital 0.000 0.000 0.001 1.331 0.184 0.000 0.001

Number of years working in current hospital unit 0.000 0.000 0.000 −0.631 0.528 0.000 0.000

Number of hours worked per week in current

hospital

0.000 0.000 0.000 0.894 0.372 0.000 0.000

Staff position 0.000 0.000 0.000 0.477 0.633 −0.001 0.001

Patient contact or interaction −0.001 0.000 −0.001 −2.299 0.022 −0.002 0.000

Number of years working in current profession 0.000 0.000 −0.001 −1.856 0.064 −0.001 0.000

Patient safety grade 0.000 0.000 −0.001 −2.397 0.017 −0.001 0.000

Number of events reported in past 12 months 0.000 0.000 0.001 2.362 0.019 0.000 0.001

Overall frequency of event reporting 0.083 0.000 0.277 586.986 <0.001 0.083 0.083

Overall Teamwork within hospital units 0.083 0.000 0.191 318.958 <0.001 0.083 0.084

Overall supervisor/manager expectations &and

actions promoting safety

0.083 0.000 0.130 270.060 <0.001 0.083 0.084

Overall organizational learning–continuous

improvement

0.084 0.000 0.160 276.866 <0.001 0.083 0.084

Overall hospital management support for patient

safety

0.083 0.000 0.179 347.964 <0.001 0.083 0.084

Overall perceptions of safety 0.083 0.000 0.147 306.806 <0.001 0.083 0.084

Overall feedback and communication about error 0.084 0.000 0.210 326.044 <0.001 0.083 0.084

Overall communication openness 0.083 0.000 0.203 357.949 <0.001 0.082 0.083

Overall teamwork across hospital units 0.084 0.000 0.160 289.614 <0.001 0.083 0.084

Overall staffing 0.083 0.000 0.142 303.991 <0.001 0.083 0.084

Overall hospital handoffs &and transitions 0.084 0.000 0.198 386.744 <0.001 0.083 0.084

Overall non-punitive response to error 0.083 0.000 0.187 374.991 <0.001 0.083 0.084
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that will improve the procedure and thereby improve

patient safety. Positive overall patient safety culture in an

organization prevails as a result of cost-effective enhance-

ment of work environment, focus on management support,

leadership, and teamwork. This approach in the present

study explains the fact that in Arar hospitals, nurses

belonging to different cultures are exposed to high risk

of missed information and data related to patient’s situa-

tions during handoffs.

The study recommends that for improving patient

safety and mitigating its detrimental effect, it is important

that organizations learn from the previous adverse events.

It suggests that safety culture in the organization can be

improved through benchmarking, which helps in improv-

ing the knowledge of the nurses and delivering the best

services. Since neutral results are found concerning the

prevalence of the safety culture, therefore, to promote it

further, different strategies can be introduced that comprise

different components. These strategies should be related to

the effective flow of work processes concerning the

changes in the shift and handovers to ensure that no

information is loss for the patients and their treatment.

Similarly, cooperation, coordination, and integration of

the hospital staff should be promoted to connect the frag-

mented care units. Likewise, the prospects for blaming

culture should be resolved and eliminated for improved

accountability, prioritize, detection of the system failures,

and devising effective methods for reducing them.

The findings of the present study are limited because the

value of the comments provided by the nurses was under-

estimated on the state of patient safety in their respective

organizations. Moreover, the study lacked sample randomi-

zation, and it increased the period of data collection. The

perception of the organization’s patient safety culture was

not compared between the staff nurses and their managers.

Another study limitation is the unbalanced distribution of

participants in the six-hospital settings.

Conclusion
The present study has focused on the perceptions of nurse staff

regarding safety culture and knowledge of safety measures in

Saudi Arabia. It used a cross-sectional study design and ana-

lyzed the perception of nurses at six different hospitals. The

survey findings revealed that teamwork, staffing, organizational

learning improvement, non-punitive response to errors, and

feedback about the error were practiced among the nurses.

These, along with organizational learning and continuous

improvement, were identified as the building blocks of patient

safety culture that facilitates delivering safe patient care. It

concluded that organizational learning and improvement in

patient safety helps in creating a trust culture in hospitals.

Overall, a neutral level of safety culture was found in all

Saudi Hospitals. The present study established that factors

such as appropriate nurse staff and working hours are critical

for enhancing patients’ care quality and safety. The study

recommends that reporting and communicating errors should

be prioritized among the staff, and themanagementmust devise

appropriate policies for reducing the errors. Moreover, manage-

ment support for patient safety is instrumental in improving the

patient safety culture in Arar Hospitals. The future studies need

to conduct in-depth studies and consider the maintenance of

patient safety culture. Moreover, the same study could be

replicated by involving care providers as study participants.
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